I think Cayton has missed his target with this editorial. 1 The key aim of medical practice is for doctors and patients to work together. To present medical practice as being either doctor or patient centred is a false dichotomy, and creates an unnecessary division. 2, 3 All specific human activities, from medicine to patient representation, generate their own specific, in-group vocabulary. For me the main issue is not the group specific vocabulary but the difference between descriptive and evaluative uses of language.
In medical practice, and NHS management, we need descriptive terms for the events we see. So the term 'frequent flyer' can be useful shorthand for describing, 'a 79-year-old woman with multiple pathologies, poor social circumstances, and a propensity to suffer exacerbations of one or other of her many illnesses.' It is not a judgement against the lady, who will be treated properly by staff.
In medical practice we have to use labels. The process of diagnosis is one of knowing when one is justified in attaching a disease label to a patient. The art of medicine often consists of knowing when this is, and is not, appropriate.
Most medical terms are descriptive. Some are evaluative, and we need to be very careful when we choose to use these terms. As doctors we mainly use language for description, so that we can communicate effectively as we care for patients. Mr Cayton may be surprised when he appreciates how much most NHS staff do care about, and connect with, the patients, whether because of, or despite, the language we use. The language of health care
We can't lose our sense of humour just because Harry Cayton (JRSM October 2006) doesn't like it. All professions have amusing codes for their customers. He takes exception to the term 'frequent flyer' applied to those who use hospitals a lot. Many of my cancer patients are delighted to be gold members and refer to it with pride. But he's quite right about patronization and lack of customer focus. We could do well to take lessons from the travel industry. People don't get admitted and discharged from hotelsthey check in and check out. They book services rather than get referred for them.
The NHS uses the language of passivity, not empowerment. The Choose and Book scheme is a poor man's version of buying a budget airline ticket. Most people haven't a clue what the options are. Real choice occurs when consumers have real cheque books. Competing outlets vie for their trade by providing user-friendly interfaces. Mobile phones are used equally well by all in society-rich or poor, black or white, young or old.
Harry wants patient-centred health care. So let's open the doors to a dynamic, competing marketplace and not a state monopoly. But his designation will have to go. Vodafone doesn't have a Director for Customers with the implication of line management over the people that are paying his salary. And the word patient goes back to the Greek pathos, meaning suffering. The cancer charities encourage us to talk about 'people living with cancer' or, even more PC 'those whose lives have been touched by cancer'-but certainly not 'cancer victims', so loved by the media. This Journal should sponsor a competition to find Harry a more suitable designation.
communication. I suggest that the major 'alienating language of health care' is the substitution of 'health' for 'medical'. It is unlikely that the quest for health will be expedited by the confusion of health and treatment of the sick. Health of individuals and of groups is affected by many social, economic and environmental factors and the search for causes and the amelioration of differences between groups requires clear definition and measurement of the target. At present uses of the word health are exemplified by health care (i.e. care of the sick), health services, health insurance, health centres and so on, diverting attention from the promotion of health and leaving research into the nature and measurement of health and equity outside the purview of medicine.
'Health' is an OK word and confers added value to the descriptions on packages of the plants and nostrums of alternative treatments, on centres for physical exercise and on spas. Even the latest guide to membership services and benefits of the British Medical Association, which includes advice on careers and information on the new credit card, has the words 'improving health' on its cover.
Absence of an operational definition of health makes it difficult to measure and health status of nations and groups is inferred from rates of diagnosed disease or from self appraisal questionnaires with all the problems of personality, culture and education in interpreting such estimates. The World Health Organization definition of health, and others like it, are inspired but not quantifiable. Precision in language, with the necessary effort to achieve an agreed definition, could be a first step to objective measurement and scientific study of health itself.
Competing interests None declared. Chronic fatigue syndrome I have just read the review of treatments for chronic fatigue syndrome (CFS) in the October issue of the JRSM. 1 It included my study, but some of the details were inaccurate and the overall judgement was unfair and potentially misleading.
In the original 'York' review of the various treatments for CFS, my study received a validity score of two. However, after clarification regarding the statistical analysis, this was changed to three (Kleijnen, personal communication). Chambers et al. were clearly not aware of the 'correction' and published the original score. It's a minor issue, but it wasn't the only one.
Another example relates to the assessment of the results. According to the table (p. 511), the programme had no overall effect-but as the authors noted in their recent review for NICE (http://www.nice.org.uk/page.aspx?o=368933, appendix 1, p. 423), there were 'significant differences between groups for fatigue . . . and somatic symptoms'. They would also have been aware that 82% of the patients rated themselves as 'better' or 'much better' and that 23% had improved to such a degree that they were discharged.
To summarize, patients reported less fatigue, fewer somatic symptoms, less anxiety and depression after six months compared to the controls, and the improvements were maintained at follow-up. Yet the authors judged the treatment had 'no overall effect'.
My study is one of the few which has assessed an alternative to the CBT-based programmes. It's also one of the few controlled trials to include pacing, a strategy which many patients regard as a particularly helpful way of managing their limited energy. In my opinion, it deserved an accurate evaluation and a fair summary of the outcome. It didn't get that.
Competing interests None declared. In his challenging and erudite article on the risk of animal tuberculosis to human health (JRSM October 2006), 1 Peter Davies states that this risk was not debated by the Government until 1929. In fact, the British Government showed great interest and took decisive action as early as 1901.
Ellen M Goudsmit
In that year, Robert Koch astounded his audience at the British Congress on Tuberculosis by claiming that bovine tuberculosis was of no danger to the human population. A vociferous debate ensued and several distinguished veterinary surgeons attending the congress, with the support of Lord Lister, urged the Government to have the issue investigated. The Royal Commission on Tuberculosis was rapidly convened and the Commissioners employed some eminent workers, including Louis Cobbett, Arthur Stanley Griffith, and his brother Fred, more famous for describing transmission of inheritable characteristics from one bacterium to another, thereby paving the way for the discovery of DNA. These workers embarked on an intensive and extensive ten-year project and produced a series of reports, with the final one published in 1911 concluding that 'Man must therefore be added to the list of animals notably susceptible to bovine tubercle bacilli.' 2, 3 These workers also developed the test-and-slaughter control method for bovine tuberculosis, but this was not systematically deployed until after the Second World War. This Royal Commission was one of the first examples of state-sponsored medical research and was the precursor of the Tuberculosis Research Council, which in turn was the forerunner of the British Medical Research Council.
Tragically, Fred Griffith was killed in an air-raid in London in the Second World War. Arthur Stanley Griffith devoted 37 years of his life to tuberculosis bacteriology and developed many techniques that are, with only minor modifications, used throughout the world today.
I have recently read 'Walking and cycling transport safety: an analysis of child road deaths' by Sonkin et al. 1 and wish to comment as follows:
Sonkin et al. describe walking and cycling as 'poor relations in terms of transport safety', though if one comes off the roads and factors in trains and planes then cars would look rather poor, but this does not seem to affect the keenness with which cars are used. The fact is that cars are perceived to be safe 'enough', and if one looks at accidents per unit time rather than per unit distance then a comparable degree of safety to cars can be found for cycling and walking over a lifetime, with 0.55 deaths per 10 million miles accounting for very few deaths in a lifetime of cycling (even keen adults using cycles for everyday transport will typically travel much less than 5000 miles per year).
The conclusion that 'more needs to be done' is something that will, inevitably, always be true of transport safety for all modalities, but a first step is realising the true degree of danger. In the UK (and other countries where there is no longer a culture of walking or cycling for transport) the perception that walking and especially cycling is uncommonly dangerous compared to other day-to-day activities is a perception, not a fact.
